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BUILDING RESILIENCE, WELLNESS AND RECOVERY 
A Shift from an Acute Care to a Sustained Care 
Recovery Management Model 


1. Vision: 


In a seminal report on the practice of medicine, especially as it relates 
to the management of chronic illnesses, the Institute of Medicine (2001) 
stated that the “American health care delivery system is in need of fun¬ 
damental change.” Too often, patients do not receive care that “meets 
their needs and is based on the best scientific knowledge.” Further, in a 
survey of health care systems in five industrialized nations, adults in the 
US were “least satisfied with their health care system” (Commonwealth 
Fund, 2002). 

In 2004, IRETA began facilitating a leadership group 1 to capitalize on 
the atmosphere created by the IOM report, study its assertion for the 
field of substance use treatment and seek to develop a common vision 
for the prevention and treatment of substance use disorders. Initially, 
the group explored the question: “Is substance dependence 2 an acute 
or chronic condition?” They concluded, based upon the definition of a 
chronic illness (see Wagner, 1998), that substance dependence most 
often becomes a chronic illness and that the vision for a model should 
comprehensively address substance use disorders effectively, account¬ 
ably and in a manner similar to other chronic illnesses like depression, 
hepatitis C, HIV/AIDS and asthma (Institute of Medicine [IOM], 1990 and 
2006a; McLellan, Lewis, O’Brien, & Kleber, 2000; RAND, 2001; Rawson, 
Crevecoeur, & Finnerty, et al., 2003; White, Boyle, & Loveland, 2002; Wil- 
lenbring, 2001; Willenbring, 2005). 


7 See Acknowledgments page 7. 

2 In this paper the phrase substance dependence is being used as synonymous to 
substance use disorder/dependence or the more colloquial term “addiction." Addiction or 
substance use disorder/dependence (hereafter referred to as substance dependence) is 
then the later and more severe stage of substance use disorders or problematic use. Sub¬ 
stance dependence is further defined as described in the American Psychiatric Association 
(1994) Diagnostic Criteria from DSM-IV. 
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This is not to say that all individuals diagnosed with substance depen¬ 
dence will develop a chronic condition. Just like a small percentage of 
individuals who are diagnosed with diabetes may return to normal and 
stable glucose levels (Pozzilli et al., 2005; Scholin, Berne, Schvarcz, Karls- 
son, Bjork, 1999), a small (but varying) rate of individuals with a diagnosis 
of a substance use disorder (SUD), may return to asymptomatic use 
(Dawson, Grant, Stinson, Chou, Huang and Ruan, 2005; Vaillant and 
Hiller-Sturmhofel, 1996). However, one can argue that the factors that are 
associated with stable remission in an individual who has been diagnosed 
with a disease (SUD, hypertension, asthma, diabetes, etc.) typically requir¬ 
ing continuing care are the severity of the individual’s disease and the 
individual’s vulnerability profile (McLellan et al., 2000). Moreover, there is 
no consensus as of yet built from scientific inquiry regarding what types 
of clinical and vulnerability profiles predict with reasonable certainty (and 
safety) which individuals with a diagnosis of SUD may return to safe levels 
of drinking (Vaillant, 2003; Vaillant and Hiller-Sturmhofel, 1996). The group 
also believed that the vision they were developing must integrate proven 
strategies that prevent (see Glasgow, Orleans & Wagner, et al., 2001) the 
development of new (incident) cases, reduce the harm caused by con¬ 
tinued use, and prevent the recurrence of illness (i.e., movement back to 
earlier stages of recovery) once recovery has commenced or has been 
established. Finally, they believed that, in so far as possible, their vision 
should bridge the most valid evidence derived from science, practice and 
the recovery experience by both strengthening the existing links and cre¬ 
ating new links between recovery supports and treatment where possible. 

The group also found recent encouragement for its work in the 2006 
update of the IOM Quality Chasm Series (IOM, 2006a). In the report, 
the IOM discusses treating substance use disorders within a chronic 
care model (IOM, 2006a, pp. 51-65). The report defines quality as “the 
degree to which health services for individuals and populations increase 
the likelihood of desired health outcomes and are consistent with current 
professional knowledge” (IOM, 2006b). The IOM report, similar to this 
paper, recommends that substance use disorder treatment move toward 
building its standards of care, performance measurement and quality, 
information and cost measures upon a chronic illness model rather than 
the current, acute illness-based, fragmented and deficient system of 
health care (see also McLellan, McKay, Forman, Cacciola, Kemp, 2005). 
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This paper reports on the process and results of building a common vi¬ 
sion for substance use disorder care and offers a model which can form 
the basis for this new system of care. 


2. Chronic or Acute — Building the Underlying 
Principles: 

If substance dependence is indeed a chronic illness (McLellan, Lewis, 
O’Brien, 2000; McLellan et al., 2005; White, et al., 2002) the system of 
care, including treatment and funding mechanisms (Horgan, Reif, Ritter, 
Lee, 2001), must reflect the best methods and practices existent and 
proven to effectively achieve chronic illness recovery. During the consen¬ 
sus process, the contributors quickly identified that most health benefit 
plans and payment methodologies in America treat substance depen¬ 
dence as an acute illness (e.g., similar to pneumonia or the common 
cold) with limits on benefits (e.g., two treatment episodes of care in a 
lifetime) and treatment episodes, even if more treatment is medically nec¬ 
essary (ASAM, 2005; Kurth, 2003). The group also realized the negative 
effect of stigma associated with substance use disorders that prevent 
individuals from gaining proper and timely treatment resulting in increas¬ 
ing clinical severity that often leads to incarceration and even death. 

In short, America may be treating a major health problem — substance 
dependence — with a treatment approach not appropriate to the nature 
of the illness. As a result, some would suggest, the public can become 
sceptical of the effectiveness of treatment, using statistics on relapse and 
recidivism as proof of failure rather than treatment success. The skeptics 
ignore the fact that when the system uses the wrong medical approach 
(i.e., an acute care approach) to treat a chronic illness it can lead to the 
wrong “dose” of care and outcomes that can hardly be better than if a 
system treated all cancer with one dose of radiation. O'Brien and McLel¬ 
lan (1996) support this by demonstrating that when treated as a chronic 
illness, the compliance and relapse rates of substance dependence are 
as good as or better than other chronic illnesses, e.g., diabetes, hyper¬ 
tension and asthma. Moreover, as pointed out by Dr. Ed Wagner during 
the consensus process, substance use disorder — if defined as a chronic 
illness — actually expands the understanding of how to approach other 
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chronic illnesses given its strong seif-care or peer-supported programs 
that are only beginning to be applied in the management of other chronic 
illnesses (Coleman & Newton, 2005; Von Korff, Gruman, Schaefer, Curry 
& Wagner, 1997). 

The implications of this shift are nothing less than profound for research, 
funding, prevention, intervention, treatment, recovery support, health 
policy, and health education. In addition, the shift to chronic illness care 
for substance dependence can help change attitudes of people who may 
still want to believe that substance dependence is self-induced by the 
individual’s will or moral failing and, therefore, it should be the individual’s 
problem alone to solve. The ultimate results of this belief are the billions 
of dollars America spends each year to treat substance dependence and 
its attendant social sequelae and the fact that “one out of four Americans 
report a history of tobacco dependence, and one out of seven have 
experienced alcohol dependency...” (Marlatt, 1997). 

At this point, before attempting to build a common vision and model, 
the group asked: What would the principles of care look like if sub¬ 
stance dependence was viewed as a chronic illness? The group 
developed the following as principles upon which substance use 
disorders can be addressed similarly to a chronic illness: 3 

a. Care must be evidence-based and jointly planned (i.e., client-cen¬ 
tered), incorporate proven guidelines and experience in a manner 
that best supports a continuous healing relationship and lead to 
improved wellness and the opportunity for maintenance of recovery. 

b. Care must be specific to the needs of individuals who require more 
time, offering a broad array of resources over a continuum of care 
and close follow-up by multi-disciplinary teams and others involved. 
The individual must maintain some sense of responsibility and control 
in all activities and the care-provider must respect the needs and 
values of the individual. 


3 Principles a. - e. were adapted by M. Flaherty from the work of £ Wagner (2001). 

“The Chronic Care Model identifies the essential elements of a health care system that 
encourage high-quality chronic disease care. These elements are the community, the health 
system, self-management support, delivery system design, decision support and clinical 
information systems’’ (Improving Chronic Illness Care). 



c. Care must provide coordinated, continuous “systemic” 4 attention to 
the individual’s needs for information and behavioral change (e.g., 
counseling, education and information feedback) (McLellan et al., 
2005); and care must be preventative 5 while therapeutic and com¬ 
prehensive (i.e., best practice and within a continuum of care) but 
avoid waste (i.e., be efficient and timely). 

d. Care must provide ready access to necessary clinical expertise (e.g., 
expert referral, patient and family education that is coordinated by all 
treatment professionals and a comprehensive support system that 
anticipates the need for future care). 

e. Care must have the necessary, “real-time” supportive information 
systems (e.g., patient reminders on “preventive” and “follow-up” care 
and suggestions on compliance or adherence to prevention and 
treatment) (McLellan et al., 2005). 

f. Care will recognize that effective self-care, prevention, intervention 
and recovery support and management strategies are complimentary 
and necessary. Together these strategies can prevent the develop¬ 
ment of incident cases (new cases) of substance use disorders, de¬ 
crease the effects of chemical use which meet the clinical criteria as 
an illness that can cause health and social problems and prevent the 
recurrence of illness or the movement to earlier phases of recovery 
once recovery has commenced or has been established. Wherever 
the entry point occurs, the continuity of care must be prioritized and 
supported. Guidelines for this care must also be re-framed in non- 
discriminatory ways that reflect the idea of substance dependence 
as an illness and the goal of achieving wellness within this context. 

g. Care, based on the adoption of any proposed common vision, will 
require the carefully planned and executed involvement of leaders 
that cross the numerous social, medical, educational, political and 
economic terrains associated with the prevention and management 
of substance dependence. Care providers must recognize that the 


4 Systemic includes all agencies and systems which work on prevention, intervention, 
treatment of and recovery from SUDs. 

5 Preventative care refers to care which is intended to both prevent the advancement of 
the illness and prevent occurrence of other related conditions 
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systems addressed are complex and adaptive (Anglin, in press; 
Anglin, Kavanagh, & Giesbrecht, 2001; Holder, 1998; Spear, 2005; 
Zimmerman, 1999; Zimmerman, Lindberg, & Plesk, 1998). Thus, no 
one application will change these systems — however well applied 
or intentioned. Moreover, the literature clearly establishes that evi¬ 
dence alone, however compelling, will not change attitudes, behav¬ 
iors (Addiction Technology Transfer Center [ATTC], 2002; Bradley 
et al., 2004, et al.) or even systems of care. Knowledge adoption, 
skill development, organizational change, financing methodologies, 
performance measurement, and strong leadership must all be part 
of any applied, successful ideological change. In addition, stigma 
itself must not create a barrier to clients receiving needed care or 
system change. 

h. Care is supported by the principles of recovery (e.g., Abt Associates 
Inc., 2005) as well as the principles of prevention (National Insti¬ 
tute on Drug Abuse [NIDA] 2003) and the current SAMHSA/CSAP 
Strategic Prevention Framework (SAMHSA/CSAP, 2006), intervention 
(Center for Substance Abuse Treatment [CSAT], 2000), treatment 
(NIDA, 2000) and derived policies (e.g., Allem, 2004; Finney & Moos, 
1998; Gerstein and Harwood, 1990; National Association of State 
Alcohol and Drug Abuse Directors [NASADAD], 2002; Physicians 
and Leaders for National Drug Policy [PLNDP], 2002; Weisner, 1992; 
White, 1996; et al.) in a unified vision that can assist individuals, the 
family and the community in a culturally relevant, appropriate manner. 
This vision should be as inclusive as possible and involve the most 
effective evidence science, practice and experience can provide to 
offer the best possibility for individual wellness and recovery. Financial 
mechanisms must support this possibility while remaining open to 
emergent ideas and challenges (e.g., Martin, 2005; Schaffer, 2004). 

In the end, these principles would equate to one: the individual (family 
and community) receiving the right prevention, intervention and/or treat¬ 
ment and support, at the right level, for the right period of time by the 
right practitioner, agency or sponsor, every time. No more, no less. In this 
principle will be the assurance of quality, efficiency and accountability to 
all stakeholders and the assurance that every individual has the best op¬ 
portunity to achieve wellness and recovery. All measures of success/fail¬ 
ure, performance and outcome must stem from this principle. 
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3. The Foundation 


PURPOSE: 

The model is an evolving and working draft commented on by lead¬ 
ers associated with all aspects of prevention, intervention, treatment of 
and recovery from substance use disorders. These leaders span many 
disciplines and perspectives inclusive of the 10 P’s necessary for field 
evolution (Flaherty, 2003): policy development, patient/family, practitio¬ 
ners, providers, pastors, press, police, professors/research, purchasers 
(commercial and government), and payers (commercial, public, philan¬ 
thropic). The model represents an integration of current systems and 
commonly used strategies that address, often separately, substance use. 
This model is intended to demonstrate how, in current parlance, our view 
of existing systems and strategies will need to change in order to provide 
continuing care as defined by Wagner (1998, 2001) and others (IOM, 
1990, 1998, 2001,2006a; Substance Abuse Mental Health Services 
Administration [SAMHSA], 2000). 

The overall focus of the model is to prevent and/or manage substance 
use disorders while focusing on individual recovery within a client’s family 
and community in a culturally relevant manner with the fullest recovery 
support possible. This model also seeks to provide a foundation upon 
which the applications and lessons from this leadership group can be 
practically applied both today and in future systems in such areas as 
research, funding, health policy, cost-benefit analysis, et al. The changes 
that are suggested by this model and that will be suggested in future 
iterations are expected to inform the development of systems and strate¬ 
gies that can best meet the goal of preventing and managing substance 
use disorders — arguably America’s number one health problem (Rob¬ 
ert Wood Johnson Foundation, 2001) — while sustaining wellness and 
recovery. This model also attempts to bridge all other existing models, 
illuminating a unified vision from which we all might work and build. 

Within a model based on building resiliency, wellness and recovery is the 
belief that all treatment is personcentered or driven by individual needs as 
assessed by a trained and competent practitioner. These individual needs 
will vary but must always be understood in a culturally relevant manner 
and viewed as factors that can maximize the opportunity for understand- 
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ing, acceptance and active participation of the individual (and family) in 
his or her wellness and recovery plan. In treating substance dependence, 
a continuum of care approach emphasizes the increasing but continuous 
participation of the individual in her or his care from treatment inception 
through wellness and recovery. Care, whether prevention, intervention, 
treatment or recovery support, is provided within a continuum under¬ 
standing, at an appropriate level that anticipates related conditions and 
can prevent potential increases in severity. Care that is provided in such 
a way also will have an immediate and valuable impact on total commu¬ 
nity wellness. In short, both the family and the community play key roles 
in recovery and wellness and must be considered in all aspects of care, 
both as supports and/or barriers to wellness and recovery. 


3.1 The Model (Pictorial) 


Building Resiliency. Wellness and Recovery - A Model (or the Prevention and 
Management of Substance Use Disorders 



Wetinas, and Recover'! 
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3.2 Definitions of Terms Used in the Recovery and Wellness-Based 
Model for the Prevention and Management of Substance Use 
Disorders 


3.2.1 Prevention: 

Prevention herein includes any service designed to reduce the probabil¬ 
ity of developing and exacerbating substance use and/or mental health 
problems (American Society of Addiction Medicine [ASAM], 2001). Pre¬ 
vention programs, within complex and adaptive systems understanding, 
should create communities in which people have a quality life including 
healthy environments at work and in school; supportive communities and 
neighborhoods; connection to families and friends and an environment 
which is free of alcohol, tobacco and other drugs (ATOD) and crime free 
(SAMHSA/CSAP, 2006). Referred to as SAMHSA’s Strategic Preven¬ 
tion Framework, the mission of these initiatives is to build a community 
systems paradigm or model that represents a break from the narrowly 
defined individualistic and deterministic prevention strategies of the past 
decade (see NIDA, 1997). As Holder (1998, preface) described, 

An individual’s decision to use alcohol and the frequency, quan¬ 
tity, and situation of such use are the result of a combination 
of biological and social factors. Drinking is not only a personal 
choice, but also a matter of custom and social behavior, and is 
influenced by access and economic factors, including levels of 
disposable income and cost of alcoholic beverages. 

Prior to the Strategic Prevention Framework, prevention was defined as 
an intervention in which specific groups, families or individuals were tar¬ 
geted (e.g., selected or indicated). The goal of this approach to preven¬ 
tion programming was to build individual protective factors while reducing 
risk factors (NIDA, 1997, 2003). Factors associated with greater potential 
for drug use are called risk factors, while those associated with reduced 
potential for use are called protective factors. 6 


6 A complete set of science-based risk and protective factors appropriate for individu¬ 
als, schools and communities is available from NIDA (1997, 2003). 
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Prevention is normally delivered through one of three strategies: 

UNIVERSAL: Targets a population that has not been identified on 

the basis of individual risk. 

SELECTIVE: Targets individuals or a subgroup of the population 

whose risk of developing clinical problems is signifi¬ 
cantly higher than average. 

INDICATED: Targets individuals with minimal but detectable signs 

or symptoms foreshadowing mental health or sub¬ 
stance use disorders. 

Within the Strategic Prevention Framework community prevention sys¬ 
tems must (CSAP, 2006): 

a. bring the power of individual citizens and institutions together. 

b. create a comprehensive plan that everyone has a stake in and owns. 

c. foster continued systems approaches as the community experiences 
the outcome of its investments. 

d. hold community institutions responsible. 

Further, prevention must be measured (CSAP, 2006): 

e. by consumption amount, consequences associated with consump¬ 
tion and success in preventing the problems associated with use. 

f. scross the lifespan (not just with youth). 

g. based on evidenced-based research and empirical data. 

h. as outcomes at the population level (not just program level). 

Practitioners can greatly enhance prevention to address any and all fac¬ 
tors that may lead to the use and/or the lessening of wellness and/or the 
loss of sustained recovery by adapting current substance use prevention 
strategies to a Recovery and Wellness Model (grounded in a Chronic 
Care Model) in which the focus is on building resiliency. Resiliency is 
the strength individuals and communities attain by reducing risk factors 
and increasing protective factors (Hogan, Gabrielsen, Luna, & Grothaus, 
2003). This enhanced prevention role, based on a community systems 
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perspective, differs from the risk and protective model in several critical 
ways (Holder, 1998): 

1. Rather than addressing a single problem behavior or condition, it 
simultaneously considers a potential wide-ranging set of ATOD-in- 
volved problems. 

2. Rather than focusing on individuals at risk, it studies the entire com¬ 
munity. 

3. Rather than basing prevention strategies on single assumptions 
about deterministic behavior, it employs interventions that alter the 
social, cultural, economic and physical environment in such a way as 
to promote shifts away from conditions that favor the occurrence of 
ATOD-involved problems. 

While the building of resiliency and the identification of risk and protective 
factors remain critical in a continuing care vision of substance dependence, 
the broader connection and more complex understanding of the com¬ 
munity is a vital addition to any model which addresses substance depen¬ 
dence within the everyday world. With this broader view, prevention can 
occur at any level of the continuum (i.e., prevention, intervention, treatment 
or recovery support) and includes a focus on both recovery and other po¬ 
tential health risks (e.g., formal screening for depression or related medical 
illnesses in recovering persons), enhanced self-care (e.g., managing a diet 
or staying away from triggers), or adding recovery supports (e.g., having 
a sponsor or mentor; maintaining a safe, stable, recovery-conducive living 
environment, using support of Community Treatment Teams, et al. — re¬ 
covery capital — see section 3.2.4 below). Prevention, applied in this way, 
also accesses the “subsystems” (Holder, 1998) existent in the communities 
that support it. These two approaches are then integrated by the following 
guiding principles (SAMHSA/CSAP, 2006): 

1. Prevention is an ordered set of steps along a continuum to promote 
individual, family and community health, prevent mental and behav¬ 
ioral disorders, support resilience and recovery, and prevent relapse. 

2. Prevention is prevention is prevention. The components of effective 
prevention for the individual, family or community within the public 
health model are the same — whether focusing on cancer, cardio¬ 
vascular disease, diabetes, substance use or mental illness. 
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3. Common risk and protective factors exist for many substance use 
and mental health problems. Good prevention focuses on the com¬ 
mon risk factors that can be altered. 

4. Resilience is built by developing assets in individuals, families and 
communities through evidence-based health promotions and preven¬ 
tion strategies. 

5. Systems of prevention services work better than service silos. 


3.2.2 Intervention: 

Intervention includes substance use-related screening, identification, 
brief intervention, brief treatment, and referral to specialized treatment. 

It is implemented in a system, both at the community level and within 
specialist settings, which seeks to identify individuals with substance 
use-related problems (CSAT, 2003) at an early stage of problem develop¬ 
ment. Depending on the level of problem(s) identified, the system either 
indicates the care provider should conduct a brief intervention within the 
generalist (non-drug and alcohol) setting, or the care provider should 
refer the individual to brief or long-term specialized treatment. This might 
include training in self-management and involvement in mutual help 
groups, as appropriate (Workgroup on Substance Abuse Self-Help Orga¬ 
nizations, 2003). 

Within a wellness and recovery model, intervention also plays a criti¬ 
cal role by offering health care professionals the opportunity to assess 
individuals earlier and intervene sooner when an individual exhibits signs 
of harmful use, thereby offering the patient an opportunity for treatment 
(and prevention) and connection to recovery supports at a less medically 
severe time (e.g., SAMHSA/CSAT, 1999; Morse, Gehshan, & Hutchins, 
1997; SAMHSA/CSAT, 1997; SAMHSA/CSAT, 2002, et al.). 

Harmful use implies alcohol or drug use that causes either physical or 
mental damage in the absence of dependence (Babor & Higgins-Bid- 
dle, 2000, 2001; Babor, Higgins-Biddle, Saunders, & Monteiro, 2001; 
Kelso, 2002; Watkins, Pincus, Tanielian, Lloyd, 2003; World Health 
Organization [WHO], 2001). Care at an earlier stage can prevent even 
greater medical and societal costs (e.g., incarceration, crime, emer¬ 
gency health costs, et al.). 
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3.2.3 Treatment: 


Treatment, in general, is defined as any therapeutic service designed to 
reduce the length of time a disorder exists, halt its progression of severity 
or, if not possible, increase the length of time between acute episodes. 
For the substance use profession, ASAM (2001) defines treatment as any 
planned, intentional intervention in the health, behavior, personal and/or 
family life of an individual suffering from drug dependence. The treatment 
is designed to enable the affected individual to achieve and maintain 
sobriety, physical and emotional health and maximum functional ability. 
Treatment — in both definitions — is based on the assessment of exist¬ 
ing “pathology” with the goal of clinically curing that pathology. Wellness, 
in comparison, is the measure of attained progress in treatment and, 
often, outside of treatment. 

There are two categories of treatment interventions: (1) case finding and 
(2) standard treatment for known disorders which, in a chronic care model, 
includes interventions to reduce the likelihood of other and possible future 
disorders. Standard treatment is generally provided to individuals with a 
medical severity of illness which meets well described and defined diag¬ 
noses as found in the Diagnostic and Statistical Manual of Mental Disor¬ 
ders (DSM-IV-TR) (American Psychiatric Association [APA], 2000) or the 
International Classification of Mental and Behavioral Disorders: Diagnostic 
Criteria for Research (ICD-10) (WHO, 1992). Once a care-provider makes 
a diagnosis, he or she can provide or refer a client for the appropriate level 
of care based on the clinical indicators and the severity of the client’s illness 
(e.g., ASAM, 2001; Addiction Severity Index (ASI), University of Pennsyl¬ 
vania/Veterans Administration Center for Studies of Addictions, 1990; 
VHA/DoD Clinical Practice Guidelines, Management of Substance Use 
Disorders Working Group, 2001; Clinical Institute Withdrawal Assessment 
of Alcohol Scale (CIWA-Ar), Sullivan et al., 1989). During treatment, the 
client should be continuously monitored for clinical progress and evaluated 
for transfer to clinically appropriate levels of care which are either more or 
less restrictive (McLellan et al., 2005). 

In the Resiliency, Wellness, and Recovery Model, providers would treat 
clients based on the medical severity of the client’s illness in the context 
of an individualized “treatment continuum” with the goal of providing the 
right treatment (level) to assist a client to reach recovery. A practitioner 
further ensures continuity of care for the client by providing treatment 
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which brings each level of care, i.e., inpatient, intensive outpatient, 
outpatient, recovery supports, et al., together. The management of care 
through the continuum is termed care management. Care management 
involves the use of specific clinical awareness, knowledge, skills and 
techniques that are evidence based to strengthen client motivation and 
continued involvement in care (e.g., McLellan et al., 2005; Prochaska, 
DiClemente & Norcross, 1992). In the proposed model, an “episode” of 
care would begin at intake and follow through a continuum of care that 
could lead to documented wellness and, eventually, recovery. Monitoring 
established performance indicators at each level, i.e., performance mea¬ 
surement, particularly when inclusive of recovery-oriented measures (e.g., 
Daley, Salloum, & Thase, 2003) and/or client-directed outcome measures 
(McLellan et al., 2005; Miller, Mee-Lee, Plum, & Hubble, in press; White & 
Kurtz, 2005, in press), can strengthen and document individual recovery 
and treatment as well as systemic success. In this emerging science, 
performance at each level is optimally measured in real-time for person, 
agency or system improvement. Performance is based on provision of 
treatment for each individual and each population served in a manner 
that provides continuous wellness measures and clinical quality improve¬ 
ment analyses while building accountability and sustainable and predict¬ 
able outcomes, e.g., wellness and treatment progress and recovery. 
Clinical performance is often guided by one of several accepted Clinical 
Practice Guidelines (e.g., APA, 1995; ASAM, 2001; Magellan Health Ser¬ 
vices, 2004; SAMHSA/CSAT, 1993; et al.) 

Medication, including some maintenance therapies, can be an essential 
component of treatment, particularly for clients with the most medically 
severe or co-morbid conditions. Recovery now may be defined as ab- 
stinencebased, moderation (use at a sub-clinical level) based or medi- 
cationsupported (White & Kurtz, 2005). Recovery supports (see below), 
while not intended to replace treatment, can often surround or support 
formal treatment and ongoing efforts at wellness and recovery before, 
during and after formal treatment (White & Kurtz, in press). 

Today’s prevailing acute, pathology-based model stands in contrast to 
a wellness and recovery model. With the acute care model, the client is 
managed at each level for severity of illness, cost and length of stay — in 
relation to the healthcare benefit plan available — and the “units” of care 
provided therein. Currently, managing cost and payment can become a 
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higher priority than the treatment continuum and client wellness — re¬ 
covery (CSAT, 2003; Horgan et al., 2001). The acute model also fails 
to adequately incorporate the strong literature supporting intergenera- 
tional, biological and developmental vulnerabilities that may predispose a 
person or cultural group to substance dependence (Gale, 1991; National 
Institute on Alcoholism and Abuse, 2002; Robert Wood Johnson Foun¬ 
dation, 2001). The chronic illness framework and the Resiliency, Well¬ 
ness, and Recovery Model, unlike the acute care model, incorporates an 
understanding of substance dependence as a condition influenced by 
environmental and genetic factors (e.g., Cloninger, 1987; Erickson, 1990; 
Cadoret, 1995; Tarter & Vanyukov, 1997, et al.). 

In the proposed model, use is defined as low or infrequent doses; abuse 
is defined as higher doses and/or frequencies with sporadically heavy or 
intensive use — the effects of which are unpredictable and sometimes 
severe; and dependence is defined as the use of substances at high 
doses, frequently with compulsion, craving and withdrawal (SAMHSA/ 
CSAT, 1999). Severe biopsychosocial consequences are almost always 
associated with dependence. 


3.2.4 Recovery Supports: 

A client’s efforts to attain wellness and recovery are often enhanced by 
a range of supports. While not part of formal medical practice, recovery 
supports play an important role in substance dependence care. Formal 
recovery supports can include the support of a sponsor or mentor to 
help an individual navigate the treatment system or sustain early recovery. 
Informal recovery supports may involve a structured recovery environ¬ 
ment or living with others in recovery. Recovery supports also have a 
“severity” or “case finding” role, as often very sick or chronically relapsing 
individuals find their way to these less formal, more accessible, resources 
as a way of seeking help and achieving ongoing, long term support. Re¬ 
covery supports are, at the same time, both the oldest and newest asset 
to the Model. Their history parallels that of recovery itself (White, 1998). 
Still, as a component of a continuum of care, they are new, and even at 
times, cautious partners in the developing continuum model. 
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Within Recovery Supports is an emerging field where evidence-based 
treatment and recovery support services combine to form the foundation 
for recovery management. 

Behavioral Health Recovery Management (White, Boyle, & Loveland, 
2004) is the time-sustained, recovery-focused collaboration between 
service consumers and service providers, both traditional and non-tra- 
ditional. All care providers share the goal of stabilizing and then actively 
managing the ebb and flow of severe behavioral health disorders until full 
remission and recovery has been achieved, until a patient can effectively 
self-manage his/her illness or until the illness can be effectively managed 
by the individual together with his or her family. 

Recovery Management (RM) is defined as a system of support for pro¬ 
fessionally-directed treatment (which, in turn, should support RM) which 
adds emphasis to the experiences, needs and aspirations of the indi¬ 
vidual and/or families experiencing the disorder. Cost reductions, benefit 
management and general treatment considerations are desirable and 
anticipated in RM but are not the specific focus as with Disease Man¬ 
agement (DM). Within RM, there are three phases: (1) engagement and 
recovery priming; (2) recovery initiation and stabilization; and (3) recovery 
maintenance. De Leon (1996) pioneered an earlier ten-stage recovery 
paradigm that care providers incorporated into traditional treatment. In 
DeLeon’s model, recovery management was viewed as a support to 
treatment and vice versa. Many states are building on models such as 
De Leon’s and developing recovery-oriented measures to strengthen the 
continuity of care and the likelihood of individual recovery. 

Recovery is defined as overcoming both physical and psychological 
dependence to a psychoactive substance while making a commitment 
to sobriety (ASAM, 2001). Critical to the definition is the effort to link the 
attempt at recovery with sobriety or non-use of illicit mind- or mood- 
altering substances. If substance dependence is defined as a chronic 
illness, recovery also means avoiding the contaminant that causes or 
exacerbates the illness (i.e., triggers). In short, in a wellness and recov¬ 
ery model, recovery becomes as much a “process” as an end. As with 
other chronic illnesses, the absence of illness in an active phase does 
not mean it has forever gone away or that the individual can abandon 
self-care. Within this model, recovery status may be defined as absti¬ 
nence-based, moderation-based (i.e., the sustained deceleration of 
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use to a sub-clinical and abstinence level) or medication-supported 
(i.e., medically monitored pharmacological support leading to recovery) 
(White, Kurtz, Sanders, 2006). 

Wellness is defined as the movement of a client toward his or her 
maximum physical or mental health and recovery. Wellness may include 
medication and should include all aspects of physical and mental health 
— particularly those that might be risk factors for relapse that, if ad¬ 
dressed, could reduce or prevent further illness. The total intrapersonal, 
interpersonal and community resources that are available to help initiate 
and sustain recovery from severe substance use disorders are termed 
recovery capital (Granfield and Cloud, 1999). In a continuum of care, 
recovery supports become critical to sustain the societal and individual 
investment toward wellness and recovery demonstrated by enhanced 
participation in evidence-based prevention, intervention and treatment, 
recovery support and self-help. In this sense, the fields of substance de¬ 
pendence and recovery supports actually have much to offer one another 
in appropriately addressing substance dependence as a chronic illness. 
Additionally, the existent peer and recovery supports established to paral¬ 
lel substance dependence treatment offer much as a model to all chronic 
illnesses and the chronic illness model in general. 

With recovery supports as a component of a wellness and recovery- 
based model, a whole new picture emerges of the necessary ingredients 
for wellness and recovery. From this common vision, all elements of the 
battle against substance use disorders, including the role of criminal 
justice, can be brought together to halt substance dependence and bring 
about the best opportunity for sustainable wellness and recovery. 


Conclusion 


Today in America there is an emerging paradigm shift that promises a 
model which unifies the different levels of substance dependence care and 
encourages treatment in which providers are responsible for best practice 
and patient wellness and progress toward recovery. The model also can 
measure and analyze patient progress and provider performance and leads 
to the most accountable and efficient use of all resources. 
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The work of this group was to “envision” a model that could bring 
together all of the experiential and scientific capital available with the 
strength of peer and individual recovery supports to achieve the follow¬ 
ing: a model which can guide the provision of the right care, by the right 
practitioner, for the right period and amount of time while preventing drug 
use and/or further illness and presenting the greatest opportunity for well¬ 
ness and recovery. Use of the Resiliency, Wellness, and Recovery Model, 
as designed, allows providers to offer such care by preventing, identifying 
and treating substance use disorders while enhancing performance and 
outcome through the linkage with recovery models to build resilience, 
wellness and recovery. 

Moving away from an acute illness model of care, for both treatment 
and payment, toward a chronic care model, substance dependence 
care begins to shift toward a system which includes the measurement 
of the system, agency and provider with a focus on communities and 
families reaching preventive benchmarks that can enhance individual 
wellness and, ultimately, individual recovery. The care system derives this 
approach from the perspective that in its most severe form, substance 
dependence is a chronic illness and requires application of appropri¬ 
ate interventions based on the level of severity of illness to prevent its 
progression. 

If this shift succeeds, it will move substance dependence care from a 
pathology-based to a pathology and recovery-based understanding of 
substance dependence. The shift will create an enormous challenge, 
opportunity and need to re-examine policy, research, performance, cost 
and cost-benefit, payment methodologies, prevention, intervention and 
treatment. It also will allow for a more unified approach to assisting the 
individual with his or her recovery, identifying any barriers to that recovery 
while documenting each step of attained wellness for all stakeholders. 
The individual and his or her progress becomes the most critical measure 
— not the health benefit or short-term cost. The real benefit will be in 
the reduction of reoccurrence, related illness, crime, community dete¬ 
rioration, et al., which are all long-term measures. System accountability 
and individual recovery will become linked as the common measure of 
progress and value. 

Numerically, many more individuals with substance use disorders attain 
recovery outside of traditional treatment than within it (Epstein, 2002). 
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Still, for those whose severity of illness warrants involvement with treat¬ 
ment, such involvement should be the safest, quickest and most propi¬ 
tious option for individual wellness and recovery — not to mention the 
best method of reducing other societal and health costs. For this reason, 
the resources allocated to each quadrant within this Model (see above) 
would likely not be distributed equally. Treatment, like the severe illness 
it addresses, is costly. Therefore, prevention and intervention are invest¬ 
ments in cost reduction. Recovery supports are the added awareness 
and actions that can best sustain the investments of all efforts — indi¬ 
vidual and societal. Knowing that adequate resources to ideally support 
all of the quadrants of the Model simply do not exist, we must struggle 
with the difficulty of prioritizing needs while providing sufficient resources 
to gradually reduce existing and future waste, improve effectiveness and 
still offer each individual the true opportunity to achieve wellness and 
recovery. Further, the fuller implications of this conceptual model and its 
potential unifying vision must be further clarified and understood through 
implementation or demonstrations based on it and its evaluated impact 
on health policy, research, funding and the prevention and treatment of 
substance dependence. 


— 20 — 


References: 


Abt Associates Inc. (2005, June). Principles: Recovery and Systems of Care. 
Paper Prepared for the Substance Abuse and Mental Health Services Admin¬ 
istration Summit on Recovery Planning. Rockville, MD. 

Addiction Technology Transfer Center Network, The. (2002). The Change Book, 

A Blueprint for Technology Transfer. Second Edition. Kansas City, MO: ATTC 
National Office. 

Allem, J.W. (2004, April). Seven Policies Required to Conquer Addiction in Our 
Lifetime. Testimony before the Institute of Medicine, Washington, D.C. 

American Psychiatric Association. (1994). Diagnostic and Statistical Manual of 
Mental Disorders. 4th Edition. Washington, DC: American Psychiatric As¬ 
sociation. 

American Psychiatric Association. (1995). Practice Guidelines for Treatment of 
Patients With Substance Use Disorders: Alcohol, Cocaine, Opioids. Washing¬ 
ton, DC: American Psychiatric Association. 

American Psychiatric Association. (2000). Diagnostic and Statistical Manual of 
Mental Disorders, Fourth Edition, Text Revision. Washington, DC: American 
Psychiatric Association. 

American Society of Addiction Medicine. (2001). ASAM Patient Placement Crite¬ 
ria for the Treatment of Substance-Related Disorders, 2nd ed. Revised. Chevy 
Chase, MD: American Society of Addiction Medicine. 

American Society of Addiction Medicine. (2005). Public Policy Statement on Addic¬ 
tion Medicine and Health Insurance Reform. Retrieved on February 21,2006 
from http://www.asam.org/ppol/ADM%20&%20Health%20lnsurance.htm 

Anglin, M.D. (in press). Journal Interview No. 76. Conversation with M. Douglas 
Anglin. Addictions. 

Anglin, L., Kavanagh, L., Giesbrecht, N. (2001). Alcohol-Related Policy Measures 
in Ontario: Who Supports What and to What Degree? Canadian Journal of 
Public Health, 92(1): 24-28. 

Babor, T.F., Higgins-Biddle, J.C. (2000). Alcohol Screening and Brief Interven¬ 
tions: Dissemination Strategies for Medical Practice and Public Health. Addic¬ 
tion, 95(5), 677-686. 

Babor, T.F., Higgins-Biddle, J.C. (2001). Brief Intervention for Hazardous and 
Harmful Drinking: A Manual for Use in Primary Care. Geneva: World Health 
Organization. 

Babor, T.F., Higgins-Biddle, J.C., Saunders, J.B., & Monteiro, M.G. (2001). Audit: 
The Alcohol Use Disorders Identification Test: Guidelines for Use in Primary 
Care. Second Edition. Geneva: World Health Organization. 

Bradley, E.H., Webster, T.R., Baker, D., Schlesinger, M., Inouye, S.K., Barth, 

M.C., Lapane, K.L., Upson, D., Stone, R., & Koren, M.J. (2004). Translating 
Research into Practice: Speeding the Adoption of Innovative Health Care 
Programs. Issue Brief #724. New York, NY: The Commonwealth Fund. 


— 21 — 


Center for Substance Abuse Treatment. (2000). Changing the Conversation: The 
National Treatment Plan Initiative to Improve Substance Abuse Treatment. 
DHHS Publication No. (SMA) 003479). Rockville, MD: U.S. Department of 
Health and Human Services. 

Center for Substance Abuse Treatment. (2003, October). Information from the 
Screening, Brief Intervention, Referral and Treatment (S-BIRT) Cooperative 
Agreement Initial Grantee Meeting. Washington, DC. 

Cloninger, C.R. (1987). Neurogenetic Adaptive Mechanisms in Alcoholism. Sci¬ 
ence, 236, 410-416. 

Codoret, R.J., Yates, W.R., Troughten, E., et al. (1995). Adoption Study Demon¬ 
strating Two Genetic Pathways to Drug Abuse. Archives of General Psychia¬ 
try, 52, 42-52. 

Coleman, M.T. & Newton, K.S. (2005). Supporting Self Management in Patients 
with Chronic Illness. American Family Physician, 72, 1503-1510 

Commonwealth Fund, The. (2002). Five-Nation Survey: US Adults Least Satisfied 
With Health System. The Commonwealth Fund Quarterly, 8(1), 1-11. 

Coyhis, D. &Simonelli, R. (2005). Rebuilding Native American Communities. Child 
Welfare. 84(2), 323-336Daley, D.C., Salloum, I.M., &Thase, M.E. (2003). 
Integrated Treatment Using a Recovery Approach. In J.J. Westermeyer, R.D. 
Weiss, & D.M. Ziedonis (Eds.) Integrated Treatment for Mood and Substance 
Use Disorders. Baltimore, MD: Johns Hopkins University Press. 

Dawson, D.A., Grant, B.F., Stinson, F.S., Chou, P.S., Huang, B. & Ruan, W.J. 
(2005). Recovery from DSM-IV Alcohol Dependence: United States, 2001- 
2002 .Addiction, 100, 281-292. 

De Leon, G. (1996). Integrative Recovery: A Stage Paradigm. Substance Abuse, 

7 7(1), 51-63. 

Epstein, J. F. (2002). Substance Dependence, Abuse, and Treatment: Findings 
from the 2000 National Flousehold Survey on Drug Abuse (NHSDA Series 
A-16, DHHS Publication No. SMA 02-3642). Rockville, MD: Substance Abuse 
and Mental Health Services Administration, Office of Applied Studies. 

Erickson, C.K. (1990). Addiction Potential of Abused Drugs and Drug Classes. 
Binghamton, NY: Haworth Press, Inc. 

Finney, J.W. & Moos, R.H. (1998). Effects of Setting, Duration, and Amount on 
Treatment Outcomes. In A.W. Graham, T.K. Schultz, M.F. Mayo-Smith, R.K. 
Ries, & B.B. Wilford (Eds.), Principles of Addiction Medicine, 3rd Edition. 

Chevy Chase, MD: American Society of Addiction Medicine. 

Flaherty M. (2003, May). The Chronic Care Model (CCM): Implications and Poten¬ 
tial to Improve Treatment and Support the Addictions Field. Presented at the 
Northeast Addiction Technology Transfer Center Practice Committee. 

Gale, N. (1991). Fighting Alcohol and Substance Abuse among American Indian 
and Alaskan Native Youth. ERIC Digest, ED335207. ERIC Clearinghouse on 
Rural Education and Small Schools. Charleston WV. 

Gerstein, D. & Harwood, H. (1990). Treating Drug Problems: A Study of the 
Evolution, Effectiveness, and Financing of Public and Private Drug Treatment 
Systems. Washington, DC: National Academy Press. 


— 22 — 


Glasgow, R.E., Orleans, C.T., Wagner, E.H., Curry, S.J. & Solberg, LI. (2001). 
Does the Chronic Care Model Serve Also as a Template for Improving Preven¬ 
tion? The Millbank Quartely, 79(4), 579. 

Granfield, R. and Cloud, W. (1999). Coming Clean: Overcoming Addiction With¬ 
out Treatment. New York: New York University Press. 

Hogan, J.A., Gabrielsen, K.R., Luna, N., & Grothaus, D. (2003). Substance Abuse 
Prevention: The Intersection of Science and Practice. Reno, NV: Allyn and 
Bacon. 

Holder, H.D. (1998). Alcohol and the Community: A Systems Approach to Pre¬ 
vention. New York, NY: Cambridge University Press. 

Horgan, C.M., Reif, S., Ritter, G.A., Lee, M.T. (2001). Organizational and Financial 
Issues in the Delivery of Substance Abuse Treatment Services. Recent Devel¬ 
opments in Alcoholism, 15, 9-26. 

Improving Chronic Illness Care. Overview of the Chronic Care Model. Retrieved 
on February 21,2006 from http://www.improvingchroniccare.org/change/ 
model/components, html 

Institute of Medicine. (1990). Broadening the Base of Treatment for Alcohol Prob¬ 
lems. Washington, D.C.: National Academy Press. 

Institute of Medicine. (1998). Bridging the Gap Between Practice and Research. 
Washington, D.C.: National Academy Press. 

Institute of Medicine. (2001). Crossing the Quality Chasm: A New Health System 
for the 21st Century. Washington, D.C.: National Academy Press. 

Institute of Medicine. (2006a). Improving the Quality of Health Care for Mental and 
Substance-Use Conditions. Washington, D.C.: National Academy Press. 

Institute of Medicine. (2006b). Crossing the Quality Chasm: The IOM Health 
Care Quality Initiative. Retrieved on February 21,2006 from http://www.iom. 
edu/CMS/8089.aspx 

Kelso, D. (2002). Implementing Screening and Brief Interventions Programs for 
Persons with Substance Use Disorders. San Diego, CA: Altam Associates. 

Kurth, D.J. (2003). Addiction Parity: Saves Money Stops Discrimination, Pro¬ 
motes Personal Responsibility. Retrieved on February 21,2006 from http:// 
www. asam. org/news/Parity. htm 

Magellan Health Services. (2004). Clinical Practice Guidelines for the Treatment of 
Adults with Substance Use Disorders. Washington, D.C.: American Psychiat¬ 
ric Association. Retrieved on August 3, 2005 from https://www.magellanpro- 
vider.com/providing_care/clinical_guidelines/clin_prac_guidelines/sajan05. pdf 

Management of Substance Use Disorders Working Group. (2001). VHA/DoD 
clinical practice guideline for the management of substance use disorders. 
Washington (DC): Veterans Health Administration, Department of Defense. 

Marlatt, G.A. (1997). Introduction. Addictive Behaviors: Readings on Etiology, Pre¬ 
vention, and Treatment, Introduction, Marlatt, G.A. &VandenBos, G.R. (eds.) 
Washington, DC: American Psychological Association. 

Martin, D. (2005). Why the NHS is Facing its Bleakest Outlook in Years. Health 
Service Journal, 1 75(5937),14-15. 


— 23 — 


McLellan, A.T., Lewis, D.C., O’Brien, C.P., Kleber, H.D. (2000). Drug Depen¬ 
dence, a Chronic Medical Illness: Implications for Treatment, Insurance, and 
Outcomes Evaluation. JAMA, 284( 13), 1689-1695. 

McLellan, A.T., McKay, J.R., Forman, R., Cacciola, J., & Kemp, J. (2005). Recon¬ 
sidering the Evaluation of Addiction Treatment: From Retrospective Follow-Up 
to Concurrent Recovery Monitoring. Addiction, 700(4), 447-458. 

Miller, S.D., Mee-Lee, D., Plum, B., & Hubble, M.A. (in press). Making Treatment 
Count: Client Directed, Outcome Informed Clinical Work with Problem Drinkers. 

Morse, B., Gehshan, S., and Hutchins, E. (1997). Screening for Substance Abuse 
During Pregnancy: Improving Care, Improving Health. Arlington, VA: National 
Center for Education in Maternal and Child Health. 

National Association of State Alcohol and Drug Abuse Directors. (2002). Identifi¬ 
cation and Description of Multiple Alcohol and Other Drug Treatment Sys¬ 
tems. Washington, DC: Health Systems Research, Inc., State Health Care 
Reform Technical Assistance and Knowledge Development, Synthesis and 
Dissemination Project. 

National Institute on Alcoholism and Abuse. (2002). Alcohol and Minorities: An 
Update. Alcohol Alert, 55. Retrieved on February 21,2006 from http://pubs. 
niaaa.nih.gov/publications/aa55.htm 

National Institute on Drug Abuse. (1997). Assessing Drug Abuse Within and 
Across Communities: Community Epidemiology Surveillance Networks on 
Drug Abuse. (NIH Publication No. 98-3614). Rockville, MD: National Institutes 
of Health/National Institute on Drug Abuse. 

National Institute on Drug Abuse. (2000). Principles of Drug Addiction Treatment 
(NIH Publication No. 00-4180). Rockville, MD: NIH/NIDA. 

National Institute on Drug Abuse. (2003). Preventing Drug Use Among Children and 
Adolescents: A Research Based Guide for Parents, Educators, and Community 
Leaders. Second Edition. (NIH Publication No. 04-4212(A)). Bethesda, MD: US 
Department of Health and Human Services/National Institutes of Health. 

O’Brien, C.P. & McLellan, A.T. (1997). Addiction Medicine. The Journal of the 
American Medical Association, 277(23), pp.1840-1842. 

Physicians and Leaders for National Drug Policy. (2002) Adolescent Substance 
Abuse: A Public Health Priority, an Evidence-Based, Comprehensive, and In¬ 
tegrative Approach. Providence, Rl: Physicians and Leaders for National Drug 
Policy, Center for Alcohol and Addiction Studies, Brown University. Retrieved 
on August 3, 2005 from http://www.plndp.org/Physician_Leadership/Re- 
sources/adolescent.pdf 

Pittsburgh Regional Healthcare Initiative. (2005). '‘Perfecting Patient Care in a 
Community Health Center.” PRHI Executive Summary, July/August. 

Pozzilli, P. Manfrini, S. Buzzetti, R. Lampeter, E. Leeuw, I De. lafusco, D. Prisco, 

M. lonescu-Tirgoviste, C. Kolouskova, S. Linn, T. Ludvigsson, J. Madacsy, L. 
Mrozikiewicz, A Seremak. Mrozikiewicz, P M. Podar, T. Vavrinec, J. Vialettes, 
B. Visalli, N. Yilmaz, T. Browne, P D. IMDIAB group. (2005). Glucose evalua¬ 
tion trial for remission (GETREM) in type 1 diabetes: a European multicentre 
study. Diabetes Research & Clinical Practice, 68(3), 258-264. 


— 24 — 


Prochaska, J.O., DiClemente, C.C., Norcross, J.C. (1992). In Search of How 
People Chanqe. Applications to Addictive Behaviors. American Psychologist. 
47(9), 1102-1114. 

RAND. (2001). Evidence Based Care Models for Recognizing and Treating Alco¬ 
hol Problems in Primary Care Settings. Pittsburgh, PA.: Katherine Watkins, 
Harold Pincus, & Terri Tanielian. Retrieved July 13, 2005 from http://www. 
rand.org/publications/MR/MR1491/MR1491 .pdf 

Rawson R., Crevecoeur, D.A., Finnerty, B., Brown, D., Oyama, M., Trejo, E., 
Salvador Santoyo, S., Jr., Lu, A., Cao, Y., Lopez, R. (2003). Does Alcohol 
and Drug Treatment in Los Angeles County Work? In Los Angeles County 
Evaluation System: An Outcomes Reporting Program Five-Year Status 
Report (Chapter 4). Los Angeles, CA: UCL7\ Integrated Substance Abuse 
Programs and the Department of Health Services Alcohol and Drug Program 
Administration. Retrieved on July 28, 2005 from http://www.laces-ucla.org/ 
LACES%20Report%20PDF/Chapter%204.pdf 

Robert Wood Johnson Foundation, The. (2001). Substance Abuse: The Nation’s 
Number One Health Problem. Princeton, N.J.: Schneider Institute for Health 
Policy, Brandeis University. 

Schaffer, W.A. (2004). The Next Medical Breakthrough: Defining a Research 
Agenda That Helps Improve Health Care Quality. AHIP Coverage. 45(5), 16- 
20 . 

Scholin, A. Berne, C. Schvarcz, E. Karlsson, F A. Bjork, E. (199). Factors predict¬ 
ing clinical remission in adult patients with type 1 diabetes. Journal of Internal 
Medicine, 245(2), 155-162. 

Spear, S.J. (2005). Designing Products and Processes: Aligning Hierarchical 
Problem Levels With Problem Solving Team Forms. Paper Prepared as a 
Basis for Class Discussion. Harvard Business School. 

Substance Abuse and Mental Health Services Administration. (2000). Mental 
Health, United States, 2000. R.W. Manderscheid and M.J. Henderson (Eds.). 
Rockville, MD: US Department of Health and Human Services, Substance 
Abuse and Mental Health Services Administration, Center for Mental Health 
Services. 

Substance Abuse and Mental Health Services Administration/Center for Sub¬ 
stance Abuse Prevention. Strategic Prevention Framework. Retrieved Febru¬ 
ary 21,2006 from http://www.state.vt.us/adap/FINALSPFWDFC%20Bev%20 
Watts%20Davis.ppt#492,1 

Substance Abuse and Mental Health Services Administration/Center for Sub¬ 
stance Abuse Treatment. (1993). Guidelines for the Treatment of Alcohol- and 
Other Drug-Abusing Adolescents. Treatment Improvement Protocol (TIP) Se¬ 
ries 4. (DHHS Publication No. (SMA) 93-2010). S.K. Schonberg (Consensus 
Panel Chair). Rockville, MD: U.S. Department of Health and Human Services. 

Substance Abuse and Mental Health Services Administration/Center for Substance 
Abuse Treatment. (1997). A Guide to Substance Abuse Services for Primary 
Care Clinicians. Treatment Improvement Protocol (TIP) Series 24. (DHHS 
Publication No. (SMA) 97-3139). E. Sullivan and M. Fleming (Consensus Panel 
Co-Chairs). Rockville, MD: U.S. Department of Health and Human Services. 


— 25 — 


Substance Abuse and Mental Health Services Administration/Center for Sub¬ 
stance Abuse Treatment. (1999). Brief Interventions and Brief Therapies for 
Substance Abuse. Treatment Improvement Protocol (TIP) Series 34. (DHHS 
Publication No. (SMA) 99-3353). K.L. Barry (Consensus Panel Chair). Rock¬ 
ville, MD: U.S. Department of Health and Human Services. 

Substance Abuse and Mental Health Services Administration/Center for Sub¬ 
stance Abuse (2002). Substance Abuse Among Older Adults. Treatment 
Improvement Protocol (TIP) Series 26. F.C. Blow (Consensus Panel Chair). 
Rockville, MD: U.S. Department of Health and Human Services. 

Sullivan, J.T., Sykora, K., Schneiderman, J., Naranjo, C.A., Sellers, E.M. (1989). 
Assessment of Alcohol Withdrawal: The Revised Clinical Institute Withdrawal 
Assessment for Alcohol Scale (CIWA-Ar). British Journal of Addiction, 84(11), 
1353-1357. 

Tarter, R.E., Vanyukov, M.,(1997). Alcoholism: A Developmental Disorder, Addic¬ 
tive Behaviors, American Psychological Association, Washington, DC. 

University of PennsylvaniaA/eterans Administration Center for Studies of Addic¬ 
tion. (1990). The Addiction Severity Index Manual and Question-by-Question 
Guide. Philadelphia, PA: Treatment Research Institute. 

Vaillant, G.E. (2003). A 60-Year Follow-Up of Alcoholic Men. Addiction, 98(8), 
1043-1051. 

Vaillant, G.E. and Hiller-Sturmhofel, S. (1996). The Natural History of Alcoholism. 
Alcohol Health and Research World, 20(3), 152-161. 

Von Korff, M., Gruman, J., Schaefer, J., Curry, S.J., & Wagner, E.H. (1997). Col¬ 
laborative Management of Chronic Illness. Annals of Internal Medicine, 127 
(12), 1097-1102. 

Wagner, E.H. (1998). Chronic Disease Management: What Will it Take to Improve 
Care for Chronic Illness? Effective Clinical Practice, 1,2-4. 

Wagner, E.H., Glasgow, R.E., Davis, C., Bonomie, A.E., Provost, L., McCulloch, 
D., Carver, R, Sixta, C. (2001). Quality Improvement in Chronic Illness Care: A 
Collaborative Approach. The Joint Commission’s Journal of Quality Improve¬ 
ment, 27(2), 63-80. 

Watkins, K., Pincus, H.A., Tanielian, T.L., Lloyd, J. (2003) Using the Chronic Care 
Model to Improve Treatment of Alcohol Use Disorders in Primary Care Set¬ 
tings. Journal of Studies on Alcohol, 64(2), 209-218. 

Weisner, C. (1992). The Merging of Alcohol and Drug Treatment: A Policy Review. 
Journal of Public Health Policy, 73(1), 66-80. 

White, W. (1996). Pathways from the Culture of Addiction to the Culture of Re¬ 
covery. Center City, MN: Hazelden. 

White, W. (1998). Slaying the Dragon: The History of Addiction Treatment and 
Recovery in America. Bloomington, IL: Chestnut Health Systems/Lighthouse 
Institute. 

White, W. (2005). Recovery: Its History and Renaissance as an Organizing Con¬ 
struct. Alcoholism Treatment Quartely, 94, 1 -32. 


— 26 — 


White, W., Boyle, M., & Loveland, D. (2002). Alcoholism/Addiction as a Chronic 
Disease: From Rhetoric to Clinical Reality. Alcoholism Treatment Quarterly, 
20(3/4), 107-130. 

White, W., Boyle, M., & Loveland, D. (2004). Recovery from Addiction and 
Recovery from Mental Illness: Shared and Contrasting Lessons. In R. Ralph 
& P. Corrigan (Eds.), Recovery and Mental Illness: Consumer Visions and 
Research Paradigms. Washington DC: American Psychological Association, 
pp. 233-258. 

White, W. & Kurtz, E. (2005). The Varieties of Recovery Experience. Chicago, IL: 
Great Lakes Addiction Technology Transfer Center. 

White, W. & Kurtz E. (in press). Linking Addiction Treatment and Communities of 
Recovery: A Primer for Addiction Counselors and Recovery Coaches. 

White, W., Kurtz, E., Sanders, M. (2006). Recovery Management. Chicago, IL: 
Great Lakes Addiction Technology Transfer Center. 

Willenbring, M.L. (2001). Psychiatric Care Management for Chronic Addictive 
Disorders: Conceptual Framework . American Journal of Addictions, 10, 242- 
248. 

Willenbring, M.L. (2005). Integrating Care for Patients with Infectious, Psychiatric, 
and Substance Use Disorders: Concepts and Approaches. AIDS, 79(suppl 3) 
S227-S237. 

World Health Organization. (1992). ICD-10: The International Statistical Clas¬ 
sification of Diseases and Related Health Problems, tenth revision. Geneva, 
Switzerland: World Health Organization. 

World Health Organization. (2001). International Guide for Monitoring Alcohol 
Consumption and Related Harm. WHO/MSD/MSB/OO.4. Geneva Switzerland 
World Health Organization. Retrieved on August 3, 2005 from http://whqlib- 
doc. who. int/hq/2000/WHO_MSD_MSB_00.4. pdf 

Willenbring, M.L. (2001). Psychiatric Care Management for Chronic Addictive 
Disorders: Conceptual Framework. The American Journal on Addictions, 10, 
242-248. 

Workgroup on Substance Abuse Self-Help Organizations. (2003). Self-Help Or¬ 
ganizations for Alcohol and Drug Problems: Toward Evidence-Based Practice 
and Policy. Retrieved on August 1,2005 from http://www.chce.research.med 
va.gov/chce/pdfs/VAsma_feb1103.pdf 

Zimmerman, B.J. (1999). Complexity Science: A Route Through Hard Times and 
Uncertainty. The Health Forum Journal, 42(2), 42-46. 

Zimmerman, B.J., Lindberg, C., & Plsek, P.E. (1998). Edgeware: Complexity 
Resources for Healthcare Leaders. Irving, TX: VHA Inc. 


— 27 — 


— 28 — 




